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(3)—Chronic Adhesive Pericarditis
Symptoms
and signs
The lesser degrees of pericardial adhesions do not cause any symptoms
or signs. For example, it is obvious that local adherence of the serous
membranes or the existence of loose strands connecting them cannot
impair the function of the heart. There are two ways in which more
extensive adhesions may hamper cardiac contractions; in the first a
chronic pericarditis may unite the visceral and parietal layers and, by
progressive overgrowth, cause increasing constriction which will not
allow free relaxation and contraction of the chambers of the heart
(chronic constrictive pericarditis); in the second the heart is exposed to
abnormal stress with every contraction owing to dense adhesions bind-
ing it to the diaphragm, sternum, and other adjacent structures (chronic
mediastino-pericarditis).
The clinical manifestations of chronic constrictive pericarditis depend
upon the fact that the heart is mechanically crippled while the myo-
cardium remains relatively unimpaired* In particular there is obstruction
to the venous return by the hepatic veins, and this fact accounts for
many of the striking symptoms and signs, which are summarized below
(after White, 1931).
General
symptoms
Abdominal enlargement, often accompanied by dyspnoea, is the most
frequent symptom at the onset. Swelling of the feet, with or without
abdominal swelling, is another mode of onset. Examination invariably
discloses enlargement of the liver, which is not tender or pulsatile;
ascites is usually present. The only other sign consistently present is
engorgement of the jugular veins, which may or may not show pulsation.
The venous pressure is usually trebled. Cyanosis accompanies the
venous engorgement, and the clinical picture closely resembles that of
congestive heart failure, except that there is a remarkable absence
of orthopnoea unless pleural fluid is present. The examination of the
heart occasionally reveals systolic murmurs, but diastolic murmurs or
other evidences of valvular disease are absent.
Radiography Radioscopy shows that the heart is as often normal in size as enlarged;
a mitral configuration with prominence of the pulmonary artery and
conus shadows may be seen; sometimes the heart is found to be
abnormally fixed in position, with dense streaking, chiefly at the
periphery, indicating calcification.
Electro-
cardiogram
Blood-
pressure
Pulse
As in pericarditis with effusion, the electrocardiogram generally shows
a normal rhythm but sometimes auricular fibrillation; it often shows
low voltage; in other cases the only abnormality may be inversion of
the T-waves in leads I and II, suggesting interference with coronary
irrigation. As might be expected in a heart which is gravely hampered,
the blood-pressure and pulse-pressure are found to be low. Inspiratory
weakening of the pulse (pulsus paradoxus) may be observed as in
pericardial effusion.
Diagnostic
difficulties
In chronic mediastino-pericarditis the existence of even extensive
adhesions is often very difficult to detect. The crux of the difficulty is

